














Helps produce mucus for 
early diagnosis of carcinoma 
of the lung by the 
Papanicolou smear test. 











A supersaturated 105° 


stream 


deposits its moisture 4 patient’s 


relatively-colder body rature... 
penetrates deeper in the | soar tract 
than old “cold steam” methods. 


The patient coughs up =—" breathes 
freely sooner. : 


Treatments of 20-30 minute} 's or 4 times 
daily have proven valuable in cases | 
of asthma, bronchiactisis and: pulmonary. 
emphysema.* 
*An Aerosol Method of Producing Bronchial Secretions 
in Human Subjects; a Clinical Technique for the 
Detection of Lung Cancer, Hylan A/, Bickerman, MD, 
FCCP: Edith E. Sproul, MD, and Alvan L. Barach, 
MD, FCCP. Paper read before 23rd/annual meeting of 


American College of Chest ema in New York 
City, June 15, 1957. 
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Write today for details: 
... your patients 
will thank you tomorrow. 
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Let's Face It... 


Of the many things that can be said about an Oxygen 





Regulator, here are the points that really count: 


Simplicity of operation 
Safety 

Durability 

Universality of use 


Flowmeter available 
separately for Piping 
Systems. Write for 
additional literature on 
Oxygen Therapy 
Equipment. 





You pay no more 
for the very best when 
you insist on Puritan 


Oxygen Regulators 





Keen 


® 
SINCE 1913 


* 
uritan 


COMPRESSED GAS 
CORPORATION 


KANSAS CITY 8, MO. 


PRODUCERS OF MEDICAL GASES AND GAS THERAPY EQUIPMENT 
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*Trademark. 


no more restraining older children in infant type 
humidity units... At last, with the new Walton Model 
HA the patient—child or adult—has complete freedom 
of the bed while undergoing Cold Steam* humidity 
treatment; the Model HA humidity canopy encom- 
passes the entire bed — makes each bed a humidity room 
in itself. The patient can be treated with correct amount 
of moisture required, for flow of moisture can be 
regulated. 

The same unit may also be used as a room humidifier 
and to increase humidity in oxygen tents.Sold through 
leading hospital supply dealers, or write 


LABORATORIES, INC., ievincton n, ws. 


Chicago Office: 548 W. Washington Boulevard 














HIGH - 
HUMIDITY 
OXYGEN 


TENT 











One simple control lets operator cover humidity range from that 
obtained in standard tents to a saturated fog. Fog provides 
high therapeutic value with minimal external wetting of patient 
because moisture forms in stable particles that do not coalesce. 
Messy, uncomfortable “rain” is completely avoided. The fog 
generator has no moving parts, does not tax the compressor unit 
and may be easily removed for cleaning. A clear, pliable plastic 
tube at the lower front section of the tent facilitates filling and 
draining of the large-capacity reservoir and also provides a 
visible indication of the water level at all times. Can be used 
as standard oxygen tent by merely turning humidity control 
knob to “OFF” position. 


For more detailed information please write Dept. IT-12 
requesting Catalog 4780. 


_ “Service is Ohio Chemical’s Most Important Commodity!” 


A mam 
Ohio Chemical Pacific Company, Berkeley 10, Calif. 
, 4 e Ohio Chemical Canada Limited, Toronto 2, Ont, 
Airco Company International, New York 17, N. Y. 
Cia. Cubafia de Oxigeno, Havana 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. Aa) (All subsidiaries or divisions of 
MADISON 10, WISCONSIN ac” Air Reduction Company, Incorporated) 
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N. ¥. 
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IZZARRI-GIUFFRIDA 
NDOESOPHAGEAL TUBE* 


*Intubation of the ie gag gre role in fad ag pone 
Aspiration Pneumonia edge 

G. Giuffrida, M.D. and | Dante can M. 
‘Brooklyn, New York, The American Journal of 
Surgery — February, 1957. 





for prevention of aspiration 





= - of gastric contents 


Statistics prove aspiration of gastric ... by acomatose patient, regardless of 
contents is a leading cause of operating the cause 

room deaths. This new-type tube is de- ... by a patient who has had extensive 
signed to prevent aspiration of gastric intra-oral surgery or bilateral ad- 
contents during anesthesia. ductor paralysis of the vocal cords. 


THE BIZZARRI-GIUFFRIDA ENDOESOPHAGEAL TUBE 
in plastic or rubber, has these advantages: 


# Conscious as well as unconscious pa- @ Tube does not cause compression of 
tients can be intubated. the trachea. 


* Esophageal balloon located just above. 

the gastroesophageal junction inflate 

to prevent regurgitation. PINE RUBBER GOODS FOR HOME AND HOSPITAL 

# During cele ies seals" Tm test ern some + 
pass through tube. Lumen of tube per- RUBBER COMPANY 
mits emptying of stomach, dispelling PROVIDENCE 2, R. 1. 
force of vomiting. Expulsion of tube 
will not occur. Available at your surgical supply dealer. 















Editorial 


New Horizons 


| aren its early inception prior to World War II, the practice of inhalation 

therapy has made tremendous strides resulting in the ever increasing 
awareness of the value of this form of therapy in almost every branch of 
medicine. 

For the most part, this advance has taken place as a sort of “by-product” 
of research involving many disciplines: physiology, bacteriology, physics and 
engineering, to mention a few. It takes little imagination to visualize this growth 
when we compare the range of therapy in a modern inhalation therapy depart- 
ment today with the sole function of such a department two or more decades 
ago—that of dispensing oxygen to the moribund patient. 

Yet because inhalation therapy is a by-product of research and new 
fields are constantly being unfolded, we continue to grow and must inevitably 
suffer “growing pains.” To illustrate, perhaps the term inhalation therapy is 
becoming too narrow and restrictive. Many of our new techniques are not 
solely designed to “treat” patients in the strictest sense of the word, but are 
useful in the diagnosis of various disease states. For example, the new super- 
heated aerosols which are being studied by Drs. Alvan L. Barach, Gustav J. 
Beck and myself were originally designed with the idea of obtaining sputum 
for the detection of lung cancer by cytologic examination in subjects who had 
no cough or spontaneous sputum. It is quite obvious that the same technique 
could be useful in establishing the diagnosis of bacterial or fungal diseases of 
the lung by appropriate bacteriologic study. 


Furthermore, even the term inhalation may be too restrictive. In the over- 
all management of patients with pulmonary emphysema, bronchial asthma, 
pulmonary fibrosis, etc., certain forms of breathing exercises have been of 
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considerable advantage in rehabilitating these patients. The well-trained 
inhalation therapy technician with a good background in respiratory physi- 
ology is perhaps better suited to aid in such a program of retraining than 
the physiotherapist. 

It is not too visionary to expect that the new techniques resulting from 
engineering research may supplement and even supplant many of our present 
day methods of administering gases and aerosols in the near future. New 
devices which are research tools today become the clinical instruments of 
tomorrow. The fields of pressure breathing and mechanical aids to respiration 
illustrate the rapidity of progress from the laboratory to the bedside. 

Finally, while we accept the administration of therapeutic gases and aero- 
sols by inhalation, would it not be possible—even feasible—to administer 
certain drugs by inhalation? The lungs have a vast capillary network, and a 
drug which could be absorbed across this capillary membrane would act as 
though it had been given intravenously. There could be a considerable ad- 
vantage, particularly with those drugs that are ineffective when given by 
mouth because of gastric inactivation, such as insulin or heparin. 

These thoughts express only a few of the new advances which will inevi- 
tably occur in the field of inhalation therapy. In order to grow with our pro- 
fession, it becomes imperative that we establish a good background in the 
basic sciences applying to the practice of inhalation therapy. Keeping up-to-date 
will lessen to a considerable degree some of the growing pains. And at the 
same time, the therapist will have the satisfaction of knowing his patients 
are receiving the best service available. 


—Hylan A. Bickerman, M.D. 
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Why oxygen helps the patient 


in congestive heart failure 


by Vincent J. Collins, M.D. 


ERTAINLY one of the sickest 

patients the inhalation thera- 
pist has occasion to see is the one 
with congestive heart failure. 

His symptoms usually include 
cyanosis, shortness of breath, nau- 
sea, vomiting and pain; often shock 
and/or pulmonary edema as well. 
He is a real challenge to the physi- 
cian and the inhalation therapist. 

Congestive failure is not a disease 
itself; it is a sign of any of several 
anatomical abnormalities or patho- 
logical processes: intrinsic myo- 
cardial disease, hypertension (the 
heart has to work increasingly 
harder to oppose mounting pres- 
sure in systemic circulation), rheu- 
matic heart disease (tightening up 
of valves interferes with flow of 
blood through the heart), thyro- 
toxicosis, coronary artery disease 
(myocardial infarctions), etc. 

Despite all these causes, there is 
a common picture. There is a 
lowered arterial and venous oxygen 
saturation, and right here we have 
indication for oxygen therapy. As 
the heart fails, the blood pressure 





Dr. Collins is Associate Professor of Anesthe- 
siology at New York University; a member of 


the American Society of Anesthesiologists, and ~ 


is on the Board of Advisors of the AAIT. 


12 


falls, and this causes stagnant hy- 
poxia in the outlying tissues. This 
combination of conditions _pre- 
disposes to shock. 

Also, there is congestion of the 
lungs with blood. This decreases 
the amount of space available for 
air, which interferes with oxygen 
uptake and with the mixing of 
gases. The poor mixing of gases 
leads to carbon dioxide retention 
and respiratory acidosis. Conges- 
tion of the lungs with blood also 
decreases the circulating blood 
volume, which reduces the effective 
oxygen-carrying power of the 
blood. 


Tissue edema occurs 


Often there is development of 
edema in the general ‘body tissues 
and in specific organs like the kid- 
ney, liver, and the lungs. The tissue 
edema blocks oxygen uptake (a 
form of histotoxic hypoxia ), further 
impedes circulation and enhances 
stagnant hypoxia. Edema of the 
liver and kidneys very much im- 
pairs their vital functions. 

Pulmonary edema is in contra- 
distinction to the congestion of the 
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lungs. The congestion is an en- 
gorgement of the vessels with ex- 
cess blood; the edema is fluid 
which has actually escaped from 
the vessels into the alveoli, and 
which further encroaches on the 
surface available for oxygen up- 
take. This can be regarded as a 
type .of atmospheric hypoxia, in 
the sense that it interferes with oxy- 
gen from outside entering the blood 
stream. 

So in this one pathological condi- 
tion—congestive heart failure—we 
find three types of hypoxia; histo- 
toxic, stagnant and atmospheric. 
Oxygen therapy is hence without 








doubt one of the first and most 
important things that should be 
given such a patient. 

Before getting into the specific 
treatment, however, it would be 
well to establish three principles 
which apply equally well to all 
inhalation therapy. 


Relationship important 


The first principle is the matter 
of the relationship between the 
doctor and the therapist (or any 
paramedical service). When the 
doctor orders a service which the 
inhalation therapy department ren- 
ders, the therapist becomes a con- 
sultant to the doctor, much as the 
anesthesiologist does to the sur- 
geons and medical men whom he 
serves. 

It must be remembered that the 
consultant can advise and/or rec- 
ommend, but that it is the doctor 
who does the ordering. If he speci- 





SERS 





fies something, the therapist is 
obliged to go ahead and provide 
that service, unless he can tactfully 
persuade the doctor that there may 
be a better way of accomplishing 
the desired end. 





The second principle is that the 
therapist is in a marvelous position 
to apply a little psychology. This is 
especially important with cardiac 
patients, but helpful with many 
others too. 


Fear must be overcome 


Until recently, the majority of 
patients when told they were going 
to have some form of oxygen ther- 
apy thought, “Well, this is a ticket 
to the other world.” This is a fear 
which we must overcome, and it 
is necessary to allay the fears of 
the physician too, in some instances. 
There are many doctors today of 
the “old guard” who still think, 
“This is a measure of desperation.” 
We must convince these men that 
this is a technique to make patients 
progress more rapidly. 

The third principle point to be 
emphasized is that there are indi- 
cations and contra-indications. Just 
because a patient is labelled as one 
with a cardiac disease, that does 
not mean that he automatically 
needs oxygen or other inhalation 
therapy. It depends on whether 
there are certain other attendant 
circumstances. 


Oxygen not needed 


Let’s say that a man has a rheu- 
matic heart disease. There may 
not be any indication for oxygen 
at all, unless there are associated 
complications. Maybe there is pain; 
maybe there is congestive failure; 
maybe there is pulmonary edema 
—these are indications for inhala- 
tion therapy;. rheumatic heart di- 
sease per se is not. 

To return to our patient in con- 
gestive failure, if cyanosis is not 
marked, a nasal catheter usually 

continued on page 24 
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Organizing a profitable 


oxygen therapy service 


by Lawrence E. Ross 





RGANIZING a profitable oxygen therapy 
territorial service is far different from super- 
vising a hospital’s oxygen therapy department. 
No generalities about the six fundamental 
steps necessary for success can fit all situations, 


but they may be helpful. 


In the fall of 1955 I first started such a service. 
I anticipated little difficulty since I had for the 
preceding four years been oxygen therapy super- 
visor of a large Florida hospital. I found that an 
oxygen therapy service company is quite different. 


I was accustomed to having doctors call me for 
advice and had everything at my finger tips for 
immediate use. This, I soon learned, is not the 
pattern in the home rental service business. 


It was first necessary to convince the doctors 
that I could give good service and correctly 
administer therapy in their patients’ homes. This 
was a slow process. 

Doctors are very busy men and don't have 
time to visit with others than their patients. I had 
to convince the doctors that I was a qualified 
oxygen therapist not only interested in getting 
their oxygen rentals and sales of equipment, but 
also in providing them home oxygen therapy 
service of professional quality. 


The next step was to set up an operations base 


Mr. Ross is administrative assistant, Baptist Hospital, Nashville, 
Tennessee. 
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and a mobile unit—quite different 
from fitting a hospital department. 
A suitable half-ton panel truck is 
needed to transport large cylinders, 
oxygen tents, and all the parapher- 
nalia that goes with them. The 
truck needs to be fully equipped 
with all types of oxygen appliances 
for every use. Basic equipment 
should include at least one set-up 
each for catheter, cannula, mask 
and tent; and a resuscitator will 
come in very handy at times, often 
saving you a trip back to the store. 

To avoid breakage and for com- 
plete cleanliness, these items must 
be kept wrapped, and preferably 
stored in built-in cabinets. Equip- 
ment which has been left at a 
patient’s home must be replaced 
in the truck immediately to avoid 
making the next run without the 
one article you need most—the one 


you left behind. 


You need card files 


The third step is the office work, 
which most of us dislike. But it all 
is necessary and it isn’t quite so bad 
when you keep a complete inven- 
tory of all gases and equipment on 
card files. You also need cross-index 
files on all customers, listing the 
equipment and gas being used on 
each case, by whom it was ordered, 
the type of appliance, the liter flow, 
and any other information pertinent 
to the case. It is important to be 
able to find immediately each indi- 
vidual’s card, complete in every 
detail since much of your work is 
handled over the phone: Acquaint- 
ing doctors with progress, making 
checks of equipment with the pa- 
tient and his family, and such. Many 
times, long trips to correct an 
appliance can be avoided. by mak- 
ing sure the patient or his attend- 





ants understand the oxygen set-up 
in use. 

Another essential is good office 
help. Someone who is already expe- 
rienced in typing, filing, bookkeep- 
ing and handling visitors and phone 
calls should be trained on the 
various types of equipment your 
company provides. Thus when you 
are out, your office will be able to 
accept intelligently the orders from 
doctors and relay them to you, 
saving lost time and unnecessary 
expense of running back and forth 
to your office. Well-trained office 
personnel can handle many calls 
from your customers about “what 
should I do now, this ‘thingamajig’ 
won't work.” 

The fifth step is to help all the 
hospital administrators in your area 
—first therapeutically, then finan- 
cially. At first help them to set up 
a training program for their per- 
sonnel. Then show them that an 
oxygen therapy department is a 
necessity. All this helps a territorial 
service company get started, be- 
cause you then can sell or rent 
equipment to the hospitals. 

You should make it a point, too, 
to get acquainted with all the lead- 
ing doctors and scientists in your 
area who are interested in respira- 
tion research, such as doctors in 
charge of pulmonary function test- 
ing laboratories. These mencan open 
doors and set up appointments with 
practicing doctors that would in 
many instances take months for you 
to do working alone. 

Finally, train some field person- 
nel. They will be needed almost 
immediately, since one person can- 
not cover 24-hour service alone, 
and when business is brisk, it is 
not always possible even to cover 


concluded on page 36 
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AAIT names Gilbert president; 


Sister Yvonne board chairman 


Group will meet in Philadelphia 


in 1959; Minneapolis in 1960 


by James F. Whitacre 


HE American Association of In- 

halation Therapists’ Annual 
Meeting and Lecture Series in 1959 
will be held in Philadelphia and 
that in 1960 in Minneapolis. 

Those were the cities chosen by 
the Board of Directors at its meet- 
ings in St. Louis during the fourth 
annual convention of the AAIT. 

At the annual business meeting, 
the membership chose Don Gilbert, 
supervisor of inhalation therapy at 
University Hospital, Ann Arbor, 
Michigan, as president, and Sister 
M. Yvonne, F.S.P.A., director of the 
school of anesthesia of St. Francis 
Hospital, La Crosse, Wisconsin, 
was named chairman of the board. 

This annual meeting was the 
most successful yet held. More than 
230 persons attended, among them 
64 men and women representing 21 
exhibiting companies, some 20 rep- 
resentatives of service companies, 
and about 120 AAIT members. 

A feature of the meeting was the 
charter presentation to the South- 
ern California chapter, making it 


the 15th chapter. Also, more than, 


two-score applications for member- 
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ship were acted upon by the mem- 
bership committee. 

The members completed their 
slate of officers by electing Lary 
Fruik, supervisor of inhalation ther- 
apy, Edgewater Hospital, Chicago, 
as first vice president, and Noble 
Price, supervisor of inhalation ther- 
apy, Methodist Hospital, Indian- 
apolis, Indiana, as second vice 
president. Mrs. Agnes Forrest, in- 
halation therapist, Edgewater Hos- 
pital, was re-elected treasurer. 

Other new board members cho- 
sen were: Sister M. Arnoldine, 
R.N., inhalation therapy supervisor, 
Holy Family Hospital, LaPorte, 
Indiana; Larry E. Ross, administra- 
tive assistant, Baptist Hospital, 
Nashville, Tennessee; Bernard Kew, 
supervisor of inhalation therapy, 
St. Alexis Hospital, Cleveland, 
Ohio; and Joseph L. Klocek, R.N, 
supervisor of inhalation therapy, 
Presbyterian Hospital, New York, 
New York. 

Continuing board members are: 
Jack Sharkey, supervisor of inhala- 
tion therapy. Queen Mary Veter- 
ans’ Hospital, Montreal, Quebec; 
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Mrs. Leah Tharaldson, R.N., super- 
visor of inhalation therapy, North- 
western Hospital, Minneapolis, 
Minnesota; Mrs. Constance Cypert, 
supervisor of inhalation therapy, 
Inter-Community Hospital, Covina, 
California; Bruce Boyd, supervisor 
of inhalation therapy, Jackson 
Memorial Hospital, Miami, Flori- 
da; and James F. Whitacre, super- 
visor of inhalation therapy, Strong 
Memorial Hospital, Rochester, New 
York. 

This year’s convention included 
several unique features. There 
were special sessions for service 
company members, and nine hours 
of equipment clinics where service 
members could talk with manufac- 
turers’ representatives about spe- 
cific equipment problems. 


Membership has merit 


Max Glasser, of Professional Oxygen 
& Equipment Service Company, Miami, 
Florida, said these sessions were intended 
to show service company people the 
advantages of AAIT membership along 
with participating in clinics and panel 
discussions on service company problems. 
Mr. Glasser led a discussion on “Liabil- 
ities, Leases and Contracts.” 

William Clothier, of Mooney’s Oxygen 
Service, Wilkes-Barre, Pennsylvania, who 
was moderator of the session on “Manu- 
facturer Relations, Supplies and New 
Equipment,” stated that the dealer’s role, 
like the therapist’s, is fundamentally one 
of service. He has the same responsibility 
to keep himself abreast of latest develop- 
ments. Manufacturers have cooperated 
beautifully, he said, by setting up re- 
search and development departments for 
design of new equipment. Some have 
gone further and provided consultation 
services to handle individual problems. 

Other service discussion leaders and 
their topics were: C. R. Mann, of Oxygen 
Therapy Service, Tampa, Florida, on 
“Business Problems, Public Relations and 
Records”; S. B. Pendley, of Pendley’s 
Oxygen Therapy Supply, New Orleans, 
Louisiana, on “Deliveries, Trucks, Per- 
sonnel, Cylinders and Piping”; and J. 


Howard Newell, of American Medical 
Oxygen Service, Hammond, Indiana, on 
“Service Members in Hospitals.” 

Roundtable discussions were another 
new attraction this year. They were de- 
signed to involve more therapists in 
direct participation than is possible in 
the conventional lecture. 


Eight topics covered 

Separate groups discussed these eight 
topics: Records and Charges; General 
Maintenance and Storage; The Nurse’s 
Role; Schools and In-Service Train- 
ing; Service Members’ Problems; Chap- 
ters—Organization and Projects; Basic 
Techniques; and Physiological Aspects 
and Medical Supervision. Following the 
discussion, table leaders formed a panel 
and each reported the gist of his group’s 
thoughts. A general question and answer 
period followed. 

Mrs. Tharaldson arranged these round- 
tables and was the general moderator. 
The discussion leaders included: Dr. N. 
K. Jensen, clinical associate professor of 
surgery, the University of Minnesota; Alois 
Holzer, supervisor of inhalation therapy, 
St. Alexius Hospital, Bismarck, North 
Dakota; James E. Peo, R.N., supervisor 
of inhalation therapy, Delaware Hospital, 
Wilmington, Delaware, and immediate 
past-president of the AAIT; George 
Wells, vice president, A.B.C. Oxygen 
Service Company, Minneapolis; Sister M. 
Yvonne; Merriam Adams, R.N., associate 
director of nursing service, Northwestern 
Hospital, Minneapolis; John House, mid- 
west manager, oxygen therapy service, 
the Linde Company; and Mrs. Julia 
Craigie, chief inhalation therapist, North- 
western Hospital, Minneapolis. 


Gas mixtures discussed 

Panel discussions were features on two 
days. Dr. Robert B. Dodd, head of the 
division of anesthesiology, Washington 
University School of Medicine, St. Louis, 
Missouri, headed a panel on gas mixtures, 
discussing uses of 100% oxygen. Dr. 
Albert H. Andrews, director of the respir- 
atory laboratory, Presbyterian-St. Luke’s 
Hospital, Chicago, Illinois, discussed air- 
oxygen mixtures, Dr. Albert Roos, chief 
of laboratory of thoracic physiology, 
Washington University School of Medi- 
cine, spoke on CO,-oxygen mixtures, and 
Dr. William F. Miller, director, pul- 
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monary division, department of internal 
medicine, University of Texas Southwest- 
ern Medical School, Dallas, Texas, talked 
about helium-oxygen mixtures. Dr. Miller 
commented that since helium seems not 
to be universally effective in all obstruc- 
tive disorders, we need research to reveal 
which types are most relieved by it. 


Mrs. Cypert moderates 


The panel on “Education and Schools 
for Therapists” was moderated by Mrs. 
Cypert, who has set up a 24-month course 
at Mt. San Antonio College which will 
give its graduates an Associate in Arts 
Degree and a certificate from the Inter- 
Community Hospital in Covina. These 
therapists will be able to work on a 
supervisory level. 

Allen Claghorn, of the Linde Company, 
who is on the faculty of the St. Elizabeth 
Hospital School for Inhalation Therapists, 
at Elizabeth, N.J., described the curricu- 
lum there. 

Walter L. Jones, of the UCLA medical 
center, also was on this panel. Mr. Jones 
was founder and technical head of a 
therapists school at the Hospital of the 
University of Pennsylvania in Philadel- 
phia, and has gone to UCLA to set up 
a similar school there. He feels there 
should be three levels of training: tech- 
nician, therapist and technologist. Train- 
ing periods required for these three 
classes would be 6, 12, and 24 months, 
respectively, with 1,000 hours of theory 
and practice to each six months. 

Mrs. Tharaldson also contributed valu- 
able information and suggestions on this 
panel. 


High standards a must 


Another first-time subject this year was 
that of “Legal Problems of Inhalation 
Therapy.” 

William E. Hartnett, of Riordan & 
Brown, attorneys, Chicago, said that now 
we are becoming “professionals” and can 
be subject to malpractice or negligence 
suits the same as doctors and nurses. Not 
much legal data has been amassed on 
inhalation therapists yet, but this is com- 
ing, and we must expect to have to con- 
sider malpractice insurance just as other 
professionals do, he said. Rigid adherence 


to ethical standards, and conscientious . 


attention to advances in the field are 
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musts if we are to conduct service which 
is above reproach. 

‘The annual meeting and lecture series 
always features addresses by doctors on 
medical topics of fundamental importance 
to all therapists, experienced or not. 

The first of these was by Dr. Edwin R, 
Levine, director, department of inhala- 
tion therapy, Edgewater Hospital, speak- 
ing on “The Physiologic Basis for Inhala- 
tion Therapy.” Most respiratory disorders 
commence in the bronchi, he said, so at- 
tention must be focussed on the nature of 
the tracheobronchial tree and how it can 
be obstructed, and what we as therapists 
can do to help overcome this obstruction, 

The program also included lectures by 
Dr. Roy H. Behnke, associate professor 
of medicine, Indiana University Medical 
Center, Indianapolis; Dr. Herbert B. Zim- 
merman, chief, cardiopulmonary labora- 
tory, The Jewish Hospital of St. Louis; 
and Dr. Mario B. Pianetto, physician I], 
Robert Koch Hospital, Koch, Missouri, 
Dr. Behnke spoke on “Breathing Exer- 
cises for Chronic Respiratory Cases.” 


Diaphragm is hampered 


These are an effort at restoration of 
diaphragmatic function. The diaphragm 
itself is not diseased, but changes in the 
chest hamper its operation. The use of 
abdominal muscles to help the diaphragm 
rise during expiration was discussed, as 
was the technique of employing the 
weight of abdominal viscera to help by 
tipping the head and feet downwards 
alternately. Dr. Behnke said he feels 
abdominal belts are usually effective only 
after the patient has learned to do exer- 
cises which they help re-inforce. One of 
the simplest and yet very effective exer- 
cises the patient can do is pursed lip 
exhalation, which provides sufficient ex- 
piratory positive pressure to keep bronchi 
open. 

Dr. Zimmerman’s subject was “High 
Humidity and Aerosols in Inhalation 
Therapy.” 

Dr. Pianetto, discussing “Long Term 
Therapy,” remarked that tuberculosis is 
“no longer a spectre of doom,” as it is 
now controllable with Streptomycin, Para- 
minosalicylic acid and Isoniazide. 

Dr. George A. Saxton, senior physician, 
respiratory center, University of Illinois, 
Chicago, talked on “Artificial Respiration 
Through a Tracheotomy Tube.” He favors 
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the application of positive pressure to the 
tube, rather than negative pressure ap- 
plied around the thorax as in tank or 
cuirass respirators. The advantages and 
disadvantages of cuffed and uncuffed 
tracheotomy tubes were discussed, along 
with considerations of several types of ma- 
chines for applying the pressure to them. 

“Bronchiolitis” was presented by Dr. 
Andrews. His remarks gave a_ better 
understanding of the nature of the disease 
and what forms of therapy are likely to 
be helpful and why. 


Meneely talks on testing 


Dr. George R. Meneely, associate pro- 
fessor of medicine, Vanderbilt University, 
Nashville, Tennessee, gave an analysis of 
“Practical Pulmonary Function Testing,” 
the general purpose of which is to detect 
functional impairment, its extent and its 
severity. Practical limitations to the extent 
of a function testing program are instru- 
mental resources, and skill and time of 
medical and technical staff available, he 
said. Critical analysis must be made of 
these factors in relation to the contem- 
plated testing program, after which 
equipment and other facilities can be 
selected which most efficiently meet the 
requirements, he stated. 

Dr. Herbert C. Sweet, director, pul- 
monary laboratory, St. Louis University, 
spoke on “IPPB Therapy in Emphysema.” 
Dr. Sweet reviewed a study of 50 emphy- 
sematous patients using IPPB in their 
homes over periods of one to four years. 
Pulmonary function studies made before 
and at intervals during this time showed 
definite improvement in a few, but the 
majority remained the same, and “pa- 
tients continued to run the usual course 
of emphysema.” The important point, 
however, was that the amount of time 
it was necessary for these patients to 
spend in the hospital has been much less 
with IPPB in the home than it was before 
this was instituted, he said. 

A convention highlight was the eve- 
ning field trip to Dr. Sweet’s pulmonary 
laboratory at Firmin Desloge Hospital, 
where equipment was demonstrated and 
discussed. A movie on cardiac catheteri- 
zation was shown. 

The sessions also included talks by Dr. 
Edwin Emma, chairman, committee on 
inhalation therapy, The American Society 


of Anesthesiologists, Inc., Hewlett, New 
York, and Sister Borromea of Escanaba, 
Michigan. Dr. Emma, a member of the 
AAIT Advisory Board, spoke on “Why 
the American Society of Anesthesiologists 
is Acting as Joint Sponsor for the AAIT.” 

Anesthesiologists supervise inhalation 
therapy in many hospitals, and so they 
are interested in getting competent per- 
sonnel, he said. They see in the AAIT a 
possible source of better personnel, so 
they are interested in helping the Asso- 
ciation develop. The free association and 
interchange of ideas fostered by the 
national organization and its chapters 
are also necessary to the development of 
the field, he said. 

Sister Borromea, a past president of 
the AAIT, gave an inspirational talk on 
the “History and Future of the AAIT.” 
She called attention to the code of ethics 
and the editorial on the professional atti- 
tude which have appeared in this Jour- 
nal, and urged that we re-read them and 
be guided by them. We should keep con- 
stantly in mind, she said, that our only 
excuse for being—the only excuse of the 
Association, the industry, and the indi- 
vidual therapist, for being — is better 
patient therapy. 


Reports on essentials 


Dr. John Hinman, assistant secretary, 
council on medical education and hos- 
pitals, American Medical Association, 
Chicago, gave a “Report on Standards 
of Education and Training and Estab- 
lishment of Schools.” He described the 
proposed essentials for acceptable schools 
of inhalation therapy which would be 
used as a “guide” and the voluntary 
registrary for inhalation therapists. 

Talks by active and industrial members 
filled out the remainder of the week’s 
schedule. One session considered “The 
Therapist’s Place in his Organization,” 
with Sister M. Blanche, Good Samaritan 
Hospital, Zanesville, Ohio, discussing the 
“Therapist and the Nursing Service,” 
Mr. Whitacre speaking on “The Therapist 
and the Physician,” and Dr. Emma 
describing the relationship between “The 
Therapist and the Anesthesia Depart- 
ment.” 

“Safety in Oxygen Therapy” was urged 
by John J. Hennessey, manager, medical 
gas_ division, Welding Gas Products 


continued 
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Company, Chattanooga, Tennessee, who 
stressed the danger of fires in tents, 
This was followed by LeRoy Fortner 
of National Cylinder Gas Division of 
Chemetron Corporation, Chicago, who 
described “Industry's Part in Inhala- 
tion Therapy Research.” Mr. Fortner 
pointed out that not only is inhalation 
therapy expanding as a paramedical spe- 
cialty field, there is an increasing com- 
plexity being demanded of equipment. 
Industry is accepting this challenge and 
turning out more complex apparatus. He 
made the point that it is the therapist's 


David Marshall, AAIT convention mana- 

ger, checks over exhibit notes with 

John A. House of the Linde Company. 
Put 8 


Dr. Archibald O. Tetzlaff, left, talks with Dr. George R. Meneely, Van- 
derbilt University, and Major Nestor M. Hensler, M.D., Scott Air Force 
Base, about Dr. Meneely’s paper, “Practical Pulmonary Function Testing.” 


Don E. Gilbert, president; James E. Peo, R.N., immediate past president; 
Larry Fruik, first vice president; Mrs. Leah Tharaldson, R.N., board member; 
Sister M. Yvonne, F.S.P.A., board chairman; and Mrs. Agnes Forrest, treasurer. 
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James F. Whitacre 


“responsibility to gain the fullest possible 
understanding of this new equipment, 
and the new techniques it makes 
possible.” 
Mr. Fruik addressed the group on 
“Greater Efficiency through Record 
Standardization.” 
The registrants were welcomed to St. 
Louis by Dr. David N. Kerr, vice presi- 
dent of the St. Louis Medical Society. 
Other features of the convention were 
exhibits of the equipment of 21 manufac- 
turers, and films on various aspects of 
inhalation therapy. Dr. Herbert C. Sweet of St. 
Lovis awaits a question fol- 
lowing his speech on “IPPB 
Therapy in Emphysema.” 


fof Mist O. Gen, were Mrs. Adeline S. J. J. Esop, center, raises a point with Dr. Robert B. 
amd C. R. Mann, both of Tampa, Florida, Dodd, while Drs. William F. Miller and Albert 
A. Turner, Charlotte, North Carolina. Andrews listen to J. H. Emerson by bulletin board. 


discussed “High Among chapter delegates attending were, seated: Walter Palmer, 
and Aerosols” William Milliken and J. Addison Young; standing: Earl Hockman, 
Term Therapy.” B. J. McCluskey, Ben Rosa, Leonard Gurney and Jerome Heydenberk. 
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Just remove door on top. Then wash the coils with 
hose or large volume of water! 
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Don't worry! Large-diameter drains 
mean quick removal of wash-water. 


A great convenience to service personnel. 


Only McKesson Aqualors have this feature! 


100% HUMIDITY MAINTAINED 
BY THIS MODEL 1150! 


onc Nebulizer is located in bellows-tube 
connection. Easily removed by service 










personnel. 
STANDARD AQUALOR (Model 
1155) is identical to Model 1150, ex- 
cept for High-Humidity feature. 





Lighted 
Control Panel 





note oxygen flowmeter 
(center), temperature and 
} ventilation controls (left 
and right), oxygen con- 
trols (bottom). 





for full 
information 


write for McKesson 
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AEROSOL THERAPY EQUIPMENT 
FOR 
continuous, intermittent or occasional treatment periods. 
DeVilbiss nebulizers, of proven relia- 
bility, create medication particles of ¢ 


suitable and effective size to reach all ; 
recesses of the lungs and bronchi. nod 


COMPRESSOR 
NO. 501 
RETAIL $56.50 
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Nebulizer combina- Bulb operated Bulb operated 
tion, complete with nebulizer for me- nebulizer, for max- 
nasal tips and oral dium volume. imum volume. 

Retail......$2.50 Retail. ....$3.50. 








All DeVilbiss Nebulizers are constructed to precise tolerances, assuring 
correct particle size for effective aerosol therapy. 


Since 1888 ... three generations of physicians 
DB) have used and prescribed DeVilbiss 
EViLBISS SOMERSET, PENNSYLVANIA 
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continued from page 13 


provides enough oxygen. Within 
10 or 15 minutes dusky nailbeds 
will pink up. If there is pronounced 
cyanosis or dyspnea, mask oxygen 
is indicated because of the higher 
concentration possible with this 
form. 


Must use oxygen 


If pulmonary edema develops, 
positive pressure oxygen must be 
resorted to in one form or another. 
In extreme cases it must be used 
continuously throughout inspira- 
tion and expiration; but in these 
instances, it is of paramount im- 
portance that the treatment be 
closely supervised by a physician 
with full knowledge of the possible 
consequences, because if the pat- 
tern of positive pressure breathing 
is altered inappropriately, there 
will be decreased venous return 
and failing cardiac output, result- 
ing in a worse situation. As soon 
as the acute episode is past, it is 
best to convert to a mask with 
positive pressure on expiration only. 


Use of the Positive Pressure 
Mask. Most of these masks are 
designed with four vents on the 
expiratory valve. Do not start off 
with the dial set on the smallest 
hole! Start on one of the largest 
ones and gradually work into the 
higher pressures as the patient be- 
comes adjusted. The pressure 
should be increased only as the 
patient tolerates it, and it is un- 
necessary to increase it beyond an 
adequate response. That is, one 
does not need to resort to 4 cm 
pressure if 3 cm gives good results. 

Stay with the patient to follow 
his changing needs until he has 
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become accustomed to the mask 
and to positive pressure. 

Having achieved a satisfacto 
response, the therapy should be 
maintained for a period of half an 
hour to an hour, or longer if neces- 
sary, in order to get the fullest 
remission of symptoms. There 
should be, perhaps, short periods 
during which the mask is removed 
and the patient allowed to rest, but 
it is extremely important that the 
patient be “weaned” from positive 
pressure stepwise, rather than just 
taken off abruptly. Again and again 
we've seen the mask taken off a 
patient who was exhaling against 
3 or 4 cm of water pressure, only 
to find that in about 15 or 20 min- 
utes the patient is right back in 
pulmonary edema again. 


Therapist can advise 


Here the therapist is in a situa- 
tion where he can offer some advice 
to the physician. The therapist's 
words, wisely chosen and presented 
at the proper time, may be the 
measure to save a patient's life. 
Wean the patient by following as 
a guide, a reduction of 1 cm of 
pressure per hour. 

Be guided by the response of 
the patient. Somebody should be 
delegated to make it a special point 
to check on the patient several 
times during the first hour or two 
after taking off the mask, to be 
sure he is not slipping back into 
pulmonary edema again. 

It must be remembered that 
oxygen does not cure the heart 
disease, but merely alleviates some 
of its worst manifestations. How- 
ever, by doing this, the heart is 
given a little rest, during which 
Nature can often repair much ¢ 


‘the damage. 
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The HYDROJETTE is also valuable as 
a bedside suction pump, and cannot 
freeze, rust or jam even from con- 
densed or aspirated moisture. 
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The HYDROJETTE, an ideal cool-vapor humidifier for aduls 


and older children, can be adjusted by the patient—thus sa. 
ing valuable nursing time. 


The Air-SHIELDS HyDROJETTE® may be rolled 
quietly and easily to any bed in the hospital 
to provide hydration of the respiratory tract. 
The patient need not be disturbed. No ex 
pensive permanent vapor installations are 
necessary. 


Simple, quiet, without need for canopy, the 
HyYDROJETTE provides cool-mist therapy to 
relieve intubation irritation, dehydration of 
the air-ways and turbinates. It is also useful 
in supportive treatment of croup, bronchial 
asthma, poliomyelitis, bronchitis and other 
respiratory disorders. 


The HyprojeTTE is powered by the rugged 
ArR-SHIELDS Dria-PUMP compressor-aspifa- 
tor, unconditionally guaranteed for one year! 
Write for HyproseTTE folder or phone col 
lect from any point in the U.S.A. AIR 
SHIELDS, INC., Hatboro, Pa. (OSborne 5-5200). 
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“Staph” Control? 


The control panel and inlet-outlet tubes of the BUNN REFRIGOMATIC 
Oxygen Tent remove easily for quick, thorough cleaning. 


BUNN REFRIGOMATIC 
OXYGEN TENT 


@ The ONLY tent that can be cleaned inside and out, 
within minutes .. . 








@ And after re-assembly, can be cold-sterilized with 
the built-in nebulizer. , 
The JOHN BUNN Corporation 


Manufacturers and Distributors of Specialized Hospital Equipment 


165 Ashland Ave., Buffalo 22, N.Y. 











CHAPTER ACTIVITIES 


by Jack Sangster 


EXAS now sports a chapter! 
Since last issue of the Journal, 

a group of doctors, medical tech- 
nicians and representatives of in- 
dustry met at St. Joseph’s Hospital 
in Houston to form the South 
Texas Chapter of the AAIT. 

Therapists elected to office for 
the first year are: President: Mrs. 
Faye Mayberry, St. Joseph’s Hos- 
pital, Houston; first vice-president, 
Mrs. H. T. Eason, St. Mary’s Hos- 
pital, Port Arthur; second vice- 
president, Albert Johnson, M. D. 
Anderson Hospital, Houston; secre- 
tary-treasurer, L. V. Inscore, St. 
Joseph’s Hospital, Houston. 

Medical advisers to the group 
are Dr. Alvis E. Greer, the Greer 
Clinic, Houston; and Dr. Stewart 
Wilber, M.D. Anderson Hospital. 

Four representatives from indus- 
try will serve in a liaison capacity 
on the steering committee. Repre- 
senting the oxygen service com- 
panies will be J. -D. Armstrong, 
Acme Medical Gases; Baxter Dru- 
ry, Superior Oxygen Service; J. N. 
McCarroll. Big Three Welding 
Equipment Co.; and W. C. Kinser, 
the Linde Co. 
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Albert Carriére, executive director of the a 
American Association of Inhalation Therapists, @ 
presents the new South Texas Chapter charter 
to Mrs. Faye Mayberry, St. Joseph’s Hospital, 
Houston. Mrs. Mayberry was elected the chap 
ter’s first president. ig 


The Western New York Chapter 
held its September meeting at St 
Mary’s Hospital in Rochester. A” 
tape of an address on “Inhalation| 
Therapy” by Dr. Edwin Levine wag, 
played, and this was followed by: 
a discussion led by Dr. Charles 
Mathews, one of the Chapterg 
advisers. Plans were begun for an 
Institute on Inhalation Therapy to; 
be presented jointly with the West: 
ern New York Hospital Council 
January on the day of the chapter§ 


annual meeting. 


Boston Chapter activities have 
included a talk on emphysema by 
Dr. Francis L. Colpoys, workshop 
demonstrations on tents, emergency 
respiration equipment, IPPB appa- | 
ratus and the raincoat chest assistor. 
President Ed Banks gave a short 
history of the ether dome of the 
Massachusetts General Hospital, 
where the first public demonstra- 
tion of ether anesthesia was per- 
formed in October 1846. 


Greater Montreal Chapter held 
its September meeting at Royal 
Victoria Hospital. There was con- 
siderable discussion of finances, 
and it was decided to raise dues. 


see Chapters—page 34 
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.more hospitals can have LIQUID OXYGEN! 


LINDE’s new ATX liquid oxygen storage and 
converter unit is just what many hospitals 
have been waiting for! It offers the greater 
eficieney and economy of a liquid oxygen 
system. 

Liquid oxygen for the ATX unit is sup- 
plied by your local LINDE distributor as 
well as directly from LINDE. The unit can 
be installed on a level area of 5 x 5 feet. No 
capital investment on your part is required. 

If your location or consumption rate has 

; made it impractical for you to utilize oxy- 
gen in liquid form, find out now whether 


The terms “Linde” and “Union Carbide” are 


registered trade-marks of Union Carbide Corporation. 


you can benefit from this new ATX unit 
with local service. 

For information, call your nearby LINDE 
Distributor or LINDE office. Or write Dept. 
IT-12, LINDE CoMPANY, Division of Union 
Carbide Corporation, 30 East 42nd Street, 
New York 17, N. Y. Offices in other prin- 
cipal cities. In Canada: Linde Company, 
Division of Union Carbide Canada Limited. 
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LIQUI-MED REGULATOR 


You demanded accuracy... You insisted 
on reliability... You wanted ease of 
operation... 


Liquid Carbonic meets your require- 
ments with the Liqui-Med Therapy Regu- 
lator —a precision instrument designed 
expressly for use by hospital personnel. 


For further information, write to Liquid 
Carbonic . .. also producers of famous 
Red Diamond Medical Gases. 


LIQUID CARBONIC 


DIVISION OF GENERAL DYNAMICS CORPORATION 
Dept. 915 © 135 South LaSalle St. ©@ Chicago 3, Illinois 


Easter 
to adjust 


because of finger-fit 
cap and nylon-pointed 
adjusting screw. 


Safer 
fo use 


because non-igniting 
seat will stand shockof 
full cylinder pressure. 


Longer- 
because parts are free 
from ordi metal- 


fatigue and contami- 
nation. 
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Improved M-S-A® 
Pulmonary Ventilator 


Provides pressure breathing therapy 
(LP.P.B.) in combination with aerosol therapy; 

tract distribution of broncho- 
dilators, detergents, etc. New easy-to-clean, 
maintenance-free exhalation valve. Pro- 
vides both dilution and 100% oxygen. The 
Mobile Model (shown), mounted on a ped- 
estal, can be moved easily anywhere in the 
hospital, clinic, physician's office or home. 
Operates from either a piped system or an 
oxygen cylinder. Write for details. 


M-S-A Demand Pneophore 

This versatile instrument provides automatic 
resuscitation or therapeutic inhalation when 
desired, Ideal for treatment of apnea and 
pulmonary edema. Con be used from any 


oxygen cylinder or piping system. Write 
details. 


M-S-A Positive Pressure 
Therapy Mask 


Provides a comfortable leak-tight fit against 
the face of the patient. Used with Pulmonary 

or other intermittent positive pres- 
sure therapy instruments. 


MSA’s 
complete line 
of 

artificial 
respiration 
and 
inhalational 
equipment 

is 


easy to 
operate... 


dependable 


in 
service 


M-S-A Oxygen Therapy Unit 


Supplies oxygen on inspiratory 
demand or fingertip contro! to 
patients with voluntary respiration. 
Excellent for the cardiac. Fits any 
oxygen cylinder or piped system. 
Write for details. 


MINE SAFETY APPLIANCES COMPANY 


201 North Braddock Avenue 
Pittsburgh 8, Pennsylvania 





THE EDITOR’S CORNER 
“Oxygen Given by Orderly” 


“Death Laid to Mistake” 


HESE were the headlines given by 
the NEW YORK MIRROR on 
August 28th to a story which serves to 
point up how important it is that inhala- 
tion therapy be administered by experi- 
enced and competent personnel instead 
of just by the nearest convenient person. 
The accident occurred in a New Jersey 
hospital. The patient had had an overdose 
of barbiturates pumped from her stomach 
via a Levine tube which was still in place. 
Her doctor ordered oxygen and a nurse 
relayed the order to an orderly who 
applied a mask over the patient’s face 
and the tube. Oxygen entered the Levine 
tube and fatally ruptured her stomach. 
In a similar case a few years ago, a 
nurse accidentally connected an oxygen 
hose directly to a Levine tube, under 
the impression that it was a nasal oxygen 
catheter. The patient died the same way. 
There will never be anything to protect 
patients from personnel who do not use 
their eyes and their brains; but the mis- 
taken identity error can be prevented 
by insisting that catheter oxygen always 
enter the patient through a green tube, 
and that no green tubing should be used 
for any other purpose around a patient’s 
head except oxygen. 


RLF Correction 


My attention has been called to an 
error in our September article on Retro- 
lental Fibroplasia. Among the points on 
which it was indicated that “all” investi- 
gators concur, regarding prevention of 
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RLF, there is disagreement about dura- 
tion of treatment with oxygen and rate 
of withdrawal from it (INHALATION 
THERAPY, September 1958, p. 15, item 3). 
There has been controversy about this 
(as well as about the exact mechanism 
by which RLF develops) for several 
years; and it was an oversight not to 
present the more recent view of Dr. 
Arnall Patz and others ( Pediatrics, March 
1957), that withdrawal from oxygen 
should be prompt. Dr. Patz says: 
“Rate of Withdrawal from Oxygen: 
Szewczyk and Bedrossian and coworkers 


have claimed that prolonged gradual | 


withdrawal from oxygen reduces or pre- 
vents the damaging effect of the initial 
exposure of the premature infant to 
oxygen. Recent controlled studies on mice 
in our own laboratory and by Hellstrom 
in Sweden have shown that gradual with- 
drawal from oxygen does not prevent 
ocular lesions developing in the mouse 
eye. In our own studies it was demon- 
strated that on the contrary, gradual 
withdrawal frequently increased both 
the severity and frequency of ocular 
lesions. These mouse experiments showed 
that the additional oxygen that was 
administered in the period of gradual 
withdrawal from oxygen frequently rep- 
resented the added amount of oxygen 
that was necessary to make an initial 
nontoxic exposure injurious to the animal 
eye. These animal data suggest the possi- 
bility that this same situation may occu 
with prolonged gradual withdrawal of a 
premature infant from oxygen.” 

see Editor—page 34 
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ABSTRACTS 


‘Bflect of Unilateral CO. Breathing on 
Pulmonary Blood Flow,” by Richard M. 
Peters, in Am. J. Physiol. 191:399, 1957. 


Dr. Peters has previously studied ef- 
fects on pulmonary blood flow of atelec- 
tasis of one lung and of breathing Nz 
in one lung (in each case, the other lung 
was normal and breathing air). He found 
that the decrease in amount of blood 
perfusing the lung was greater during 
atelectasis than during Nz breathing. This 
interesting difference was thought to be 
due to fact that in atelectasis the blood 
returning from the unventilated lung has 
an abnormal high pCO, as well as a low 
pO». So the present study was designed 
to investigate effects of COz directly. 


Each lung (study was done on dogs) 
was ventilated independently with the 
chest open. Elaborate measurements of 
pressures and concentrations were made 
in both lungs, pulmonary arteries and 
veins, femoral artery, etc. Extensive 
calculations of these data reveal that in 
all but 2 of 11 dogs, the pulmonary vas- 
cular resistance (and therefore blood 
pressure ) fell in the lung breathing high 
CO: concentrations, and blood flow to 
that lung was hence increased. 


This dilataton of vessels in CO.-breath- 
ing lung is a local effect of CO2z, however, 
and CO. is known to cause vasodilation 
locally in other regions. Its general sys- 
temic effect, on the other hand, is to raise 
the blood pressure by means of vasocon- 
striction mediated by the vasomotor cen- 
ters of the brain. 


“Studies of Respiratory Physiology in 
Children,” by Hellieson, Cook, Fried- 
lander and Agathon, in Pediatrics 22:80, 
1958. 


This group working in the Children’s 
Medical Center of Boston has prepared 
tables of “normal” values for children 
from ages 5-17 of the following: vital 
capacity, residual volume, functional 
residual capacity, total lung capacity, 
lung compliance, flow resistance and 
end-expiratory intrapleural pressure. 


Heretofore, not much information was 
available on children, so this will be a 
valuable reference for those working with 
Pediatric respiratory disorders. 





“Respiratory Phenomena in the New- 
born,” by Donald, Kerr and McDonald, 
in Scottish Med. J. 3:151, 1958. 


This article is eminently readable and 
interesting. It tells of experiments done 
by these doctors in a big maternity 
hospital in Glasgow in attempts to 
measure some of these phenomena not 
only in term but premature infants as 
well. It also discusses their efforts at 
“augmented” respiration, the point being 
made that “one truly augmented breath 
is worth very many artificial breaths that 
do not synchronise with diaphragmatic 
systole.” The description of the respirator 
they use for this assistance is unfortu- 
nately incomplete, but several interesting 
features of it are mentioned. 


“TPPB as an Adjunct in Rehabilitation of 
Thoracic Surgery Patients,” by Anderson 
and Aronstain, in Diseases of the Chest, 
30:168, 1956. 

In this study, patients undergoing chest 
surgery were given breathing exercises 
or exercises plus IPPB post-operatively, 
and vital capacity mesurements made to 
compare with pre-operative values. 

Those given IPPB treatments regained 
their pre-operative capacities sooner than 
those given exercises only. 


“Chest Physiotherapy during Intermit- 
tent Positive Pressure Respiration,” 
by Opie and Spalding, in Lancet, 27 
Sept. 58. 

These workers find that physiotherapy 
is an effective means of getting secretions 
up high enough to be sucked out. It 
consists of “vibration” plus squeezing of 
the chest while in postural drainage posi- 
tions, and applied during each expiration. 

They do not elaborate how the vibra- 
tion is applied, but it immediately pre- 
cedes the squeezing. The squeeze is 
sudden and occupies only about three 
fourths of a second at the beginning of 
expiration. 

They feel that the “benefits of physio- 
therapy are due to direct squeezing of 
the part of the lung beneath the physio- 
therapist’s hands, not to a general in- 
crease in the rate of expiratory flow.” 
With a bronchoscope it is possible to 
actually see the secretions being squeezed 
into the bronchi by this manoeuver. 


see Abstracts—page 34 
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Chapters—trom page 28 


The Florida Inhalation Therapy 
Association is planning a sympos- 
ium to be held in the near future. 
In discussion of the AMA-recom- 
mended essentials for the establish- 
ment of training schools for thera- 
pists, the proposal was made that 
an examination schedule be set up 
for those already working in the 
field, in order to check on their 
qualifications. It was further sug- 
gested that possibly a scheme could 
be developed whereby some credit 
towards educational requirements 
could be earned by attendance at 
educational meetings. 


Recent Ohio Chapter meetings 
have featured talks on resuscitation 
by Dr. Carolyn Ziegler, “Physiolog- 
ical Basis for Oxygen Therapy” by 
Dr. James Matson, and “Possibility 
of Infecting Patients by Contami- 
nated Oxygen Therapy Equip- 
ment,” by Dr. C. R. Macpherson 
(See September, 1958, INHALATION 
THERAPY ). 


Abstracts—trom page 33 


“Physiological Meaning of Maximal Oxy- 
gen Intake Test,” by Mitchell, Sproule 
and Chapman, in J. Clin. Invest. 37:538, 
1958. 

These workers are interested in finding 
a test which gives an indication of cardio- 
vascular fitness. In selecting the maximal 
oxygen intake test, they realize that 
pulmonary insufficiency could cause a 
poor showing on the test, but assuming 
that pulmonary function is sound, the 
outcome of the test depends on circula- 
torv system. 

The maximal oxygen intake test con- 
sists of subjecting the patient to a series 
of graded work loads, while simultane- 
ously measuring a number of variables. 
The expired air is analyzed, venous and 
arterial blood samples are analyzed, the 
blood circulation time is measured by 
a dye dilution technique. From all these 
measurements, the cardiac output, thé 
oxygen consumption, arterio-venous (AV) 
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difference in oxygen content and other 
values can be calculated. 

It is shown that as the workload under 
which the subject labors is increased, s9 
are his oxygen’ intake, cardiac output 
and AV oxygen difference—up to a 
maximum value for each. The maximal 
oxygen intake (i.e., further more vigorous 
work does not result in any greater oxy- 
gen intake rate beyond this value) is 
essentially limited by the extents to which 
the individual can increase his cardiac 
output and AV oxygen difference. 

Their findings were that the oxygen 
intake increased nearly 10 times in going 
from rest to hard work. This was accom- 
plished by increasing the cardiac output 
slightly over four times and the AV 
oxygen difference by over two times, 
The increase in cardiac output was 
achieved by increasing about equally the 
heart rate and the volume of blood 
pumped per stroke. The difference be- 
tween oxygen contents of arterial and 
venous bloods was made greater almost 
entirely by a diminution of the oxygen 
content of venous blood. (In other words, 
more oxygen being taken out of blood 
as it passes through tissues. ) 


Editor—trom page 32 


Terminology 

For some years I have been pointing 
out to those who think “Inhalation Ther- 
apy” is a snooty term for “Oxygen Ther- 
apy” that our specialty now embraces 
so much more than the mere dispensing 
of oxygen that it is only fair to use a 
more inclusive term. After all, there are 
many instances nowadays when oxygen 
doesn’t enter into the picture at all- 
except for the 20% in air! 

However, there is question as to 
whether Inhalation Therapy is a suffici- 
ently accurate designation. Dr. H. A. 
Bickerman’s editorial in this issue dis- 
cusses some of the fascinating develop- 
ments just around the corner which are 
likely to make the term inadequate and 
outmoded. Perhaps “Respiration Ther- 
apy” would fit more closely, except that, 
as the doctor points out, sometimes it 
will be a diagnostic rather than a thera- 
peutic procedure. 

Whatever the title finally bestowed on 
our growing field, the need for revision, 
and for revision of revisions, is a healthy 
sign of expansion and development. 
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Bottles of 60 cc. for intermittent and 
500 cc. for continuous nebulization 


Illustrated brochure 


‘**Alevaire Mucolytic Detergent Aerosol’ 
available on request. EN) 
()\Jiithne LABORATORIES - NeW YORK 18, N.Y. 


Memaire, trademark reg. U.S. Pat. Off. 
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continued from page 15 

eight hours without help. And re- 
member, it takes more than a year 
to do a thorough job of training 
field personnel. 

Only when all these fundamen- 
tals have been accomplished is your 
company ready to take a full sched- 
ule of service. A well-run profitable 
territorial oxygen therapy service 
takes from one to three years to 
build, and then constant attention. 

Learning and progress never stop. 
You must always keep well-in- 
formed on new procedures, new 
equipment, training, teaching and 
demonstrating. 

After a reasonable time, leading 
hospitals will be asking for advice 





Official AAIT Jewel 


g Uniform Insignia, sa 
size as illustrated, gole 
filled quality, green 
French jewelers enamel, 
safety catch 


$7.50 each 


Lapel Emblem, same size as il- an 1 
lustrated, 10K solid gold, | : 
green French jewelers enamel, | 
safety catch 

$6.00 each 

Both available for immediate d 

ery, price includes excise tax, 

COD’s, send payment with ord 

direct to manufacturer — ; 


and be very interested in getting 
qualified AAIT members for ther- 
apists as soon as they can. 


New » ATERSON 


| EXHALATOR with IPPB 


AWARD EMBLEM MFG. CO. 7 


AWARD EMBLEMS OF DISTINCTION \ 


3435 W. 51st STREET, CHICAGO 32, ILL. 











Gentle pressure over the 
abdomen aids exhalation, after 
the patient completes each in- 
spiration. The Compressor of 
the Emerson Assistor handles 
both phases easily, or the 
Exhalator Attachment can be 


used on oxygen models. 


Please write: 


J. H. EMERSON CO. 
CAMBRIDGE 40, MASS. [ 
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First in IPPB...the 
incomparable Bennett 
Flow-Sensitive Valve 
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oritative recognition has repeatedly been accorded to the Bennett 
e for ‘the most efficient treatment by intermittent: positive pressure 
(I.P.P.B.) of acute and chronic respiratory ailments. 















The flow-sensitive Bennett Valve, “the valve that breathes with your 


patient,” is the heart of these Bennett Units. 


Model TV-2P 
for I.P.P.B. therapy 
in hospital, 
home, or office. 


Model PR-1A 
L.P.P.B. and 
Respirator 
Units combined. 


Model PV-3P 
Pedestal mounted 
I.P.P.B. Unit for use 
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Controlled 
Anesthesia Assister 
.. for the 
anesthesiologist. 


BENNETT RESPIRATION PRODUCTS, INC. 
2230 So. Barrington Avenue « Los Angeles 64, California 


Distributed East of the Continental Divide by Puritan Compressed Gas Corp. 





NEW EQUIPMENT 
Hi-Humidity Croup Tent 


Unique design of the new Hudson 
Hi-Humidity croup tent allows the unit 
to hang from top bar of the crib, which 
permits the head of the bed to be ele- 
vated without removing or tilting the 
tent. This also facilitates bedmaking. 
Controls are all easily available on the 
outside of the tent. The ice chest is heav- 
ily insulated for ample cooling with 
minimum servicing. Complete and ready 
accessibility of the patient makes for 
easy nursing care. No. 341 


Ventalung IPPB Unit 


This apparatus, manu- 
factured by the J. J. 
Monaghan Company can 
be operated from either 
cylinder gas or pipeline 
outlets. Air-oxygen mix- 
tures can be adjusted 
from 40 to 100% oxygen, 
and all air used by the 
diluter is filtered. Positive 
pressure is variable from 
0 up to 35 cm of water. 
The nebulizer has the 
unusual option of con- 
tinuous or intermittent ' 
operation, as desired. As with other IPPB machines, the Ventalung may be used 
resuscitator with manual cycling or with an automatic cycler attachment. Its flat f 
makes it possible to use it on pipeline outlets without an accessory supporting sté 
but such a stand is available for those who feel it more convenient. 


Hygrometer 


National Cylinder Gas Division of 
Chemetron Corporation is offering a pre- 
cision hygrometer claimed to be accurate 
even in atmospheres of 100% relative 
humidity. Its sensing element is a slender 
strand of specially-treated nylon fiber, 
described by company engineers as more 
responsive to slight humidity changes 
than a human hair sensing element. 
Accuracy of response is not affected by 
presence of bronchodilators or other 
nebulized medications which are often 
present in various types of high humidity 
inhalation therapy apparatus where this 
instrument would be used. No. 343 
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